
 

 

 

SCHOLARSHIP FORM 
 

Well Water Clinic 
 
 

( PLEASE  PRINT  LEGIBLY )  

 
Full Name: ______________________________________   Today’s Date: ________________________ 
 
Mailing Street Address: __________________________________________________________________  
 
City/Town:  _____________________________________, Virginia    Zip Code: _____________________  
 
Phone:  ___________________________ Your Email Address: _________________________________ 
 
Total Household Income from All Sources Total Number of People (Including Yourself) 
(Monthly):  _____________________  Supported by Total Income: _______________ 
 
 

Reason for Requesting A Scholarship:_______________________________________________________ 
 

 

  

 

  

 

  
 
Return this form to:  
 
Glenn Sturm     or   gjsturm@vt.edu  
7400 Carriage Court (physical address) 
P.O. Box 156 (mailing address) 
Gloucester, VA 23061-0156     
 
For additional information, contact Glenn Sturm at 804-693-2602 or gjsturm@vt.edu 
 
 
 
Virginia Cooperative Extension programs and employment are open to all, regardless of race, color, national origin, sex, religion, 
age, disability, political beliefs, sexual orientation, genetic information, marital, family, or veteran status, or any other basis 
protected by law. An equal opportunity/affirmative action employer. 


